THE calculus, now exhibited, was removed on November 28, 1910, from the bladder of a multipara eleven months after the last confinement. The clinical history is as follows: Patient, aged 38, married twelve years; five children, no abortions. The last confinement fourteen months ago. All labours were instrumental. On October 16, 1909, labour-pains began at 9 a.m. Delivery by forceps was carried out at 2 p.m. Incontinence of .urine commenced the same day. There was no post-partum haemorrhage. Dr. Bell, of Luton, tried to close a fistula on the ninth day of the puerperium. Twelve days later (November 4) the patient was admitted into the Bute Hospital, Luton, because the first operation had not been successful. Two subsequent attempts at closure also failed, and the patient was sent to me on November 26, 1910-eleven months after the third operation. She was then wearing a rubber urinal; the buttocks were excoriated and bathed in foul urine. The perineum was sound. Large masses of phosphates hung on strands of silk from the roof of the vagina. The anterior wall of the cervix was lacerated for a distance of 1i in. in the vertical line, with the posterior wall of the cervix forming the floor of a large vesico-vaginal fistula. The laceration in the floor of the bladder admitted three fingers easily; it extended above for about 1l in. above the cervical tear. On November 28 I removed the lumps of phosphatic deposit adhering to the edges of the fistula, and after cleansing the parts, the bladder was separated from the anterior wall of the cervix and the latter was sutured by four interrupted thick catgut sutures. The bladder was then separated from the vaginal wall and from the lateral connective tissues. A large calculus measuring 51 in. in circumference was then withdrawn through the rent in the bladder; the latter was very contracted and its cavity seemed to be about the size of the phosphatic mass which occupied it. When fully exposed the vesical tear was seen to be circular in front and tailed off into a linear wound above. The mucous membrane was nearly i in. thick and intensely congested. Redundant mucosa was cut away and the thick cedematous fibro-muscular wall was pared with a fine fistulaknife and brought together by interrupted catgut sutures. The deep lateral recesses between the bladder and pubic rami were closed by mattress-sutures of catgut passed through the retracted pubo-coccygei muscles and through the central line of the bladder-wall. The bladder was then sewn to the cervix by catgut. The vaginal flaps were now reduced to a suitable extent, and then united across the middle line, whilst their lower ends were united to the cervix to form a I-shaped scar. Interrupted fishing-gut sutures were used for this, and between these stitches a drain of bismuth gauze was inserted. A self-retaining catheter was placed in the bladder.
On December 9, eleven days after the operation, sterile milky water introduced per urethram was seen to escape through the external os uteri. The bladder was again separated from the cervix and from the vagina. A fistula which admitted one finger was found; its edges were freshened and then united with catgut. This time the bladder was not sewn to the cervix but a gauze drain was inserted into the vesicocervical interval. The fistula closed, and the patient writes annually to say she is in good health.
DISCUSSION.
Mr. DOUGLAS DREW: There is an interesting point which Dr. H. Roberts has mentioned-namely, that so large a stone did not cause any difficulty in delivery. My suggestion is that possibly the stone slipped up into the dilated ureter above. ] here show a specimen of a ureteral stone, over 1 in. in length and about as thick as the little finger, which I removed by the ilio-lumbar incision. The interesting feature of the case was that the stone, although tightly impacted in the ureter, could not only be drawn down by the finger into the vagina, but it could also be pushed up so that the fingers on the abdomen could be placed below it, showing how very mobile the ureter may be when it contains an impacted stone. It is my experience that before a stone reaches so large a size the ureter is liable to become fixed to surrounding structures owing to periureteritis being set up.
Dr. HUBERT ROBERTS: The following are short notes of a curious case which I was called to see ten or eleven years ago at the request of Dr. Stanley Box, of Ealing. It was that of an old lady, aged 70, who had a horrible discharge and incontinence both of fteces and urine. On examination, a large hard mass was found in the vagina the size of a cricket ball, and in its centre the steel ends of a forgotten Zwancke's pessary. The mass was very foul, and tightly wedged Section of Obstetrics and Gynacology 13 in the roof of the vagina. The patient thought a pessaryhrad-been placed there over twenty-four years ago. All ordinary efforts to remove the calculus with gynacological instruments failed so I was forced to use some heavy tools from my motor car (boiled of course). With the help of these I broke up the calculus and removed the pessary-piece-meal. One wing had entered the bladder and the other the rectum. The operation was a severe one but the patient ultimately did quite well. I rang up Dr. Box on October 2, 1916, to inquire about the case and he informed me that the lady was still alive and well (now aged 80), and that both the fistule had eventually closed. (October 5, 1916.) Concealed Accidental Hamorrhage with Intraperitoneal Bleeding.
By ARTHUR J. McNAIR, M.D. MRS. A. K., aged 34, 6-para, was admitted into Guy's Ho'spital on May 12, 1916, from the Maternity Charity. Mr. Bellingham Smith kindly permits me to publish these notes. Five previous gestations terminated naturally at full term. Her present pregnancy, which was at the thirty-fourth week, had been complicated by the occurrence of profuse uterine haemorrhage at the third month. This bleeding persisted for four days, but then ceased, and did not rectir. She had also, in March, vomited a large quantity of blood on two occasions.
